Firefighters, along with other tactical personnel, are at a high risk of work-related physical injury above that of the private sector. The aim of this critical narrative review was to identify, critically appraise and synthesise key findings from recent literature investigating firefighting musculoskeletal injuries to inform injury reduction programs. The methodological approach (search terms, databases, etc.) was registered with PROSPERO and reported following the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines. Study quality was assessed using the Downs and Black checklist with scores graded according to the Kennelly grading system. Levels of evidence were ranked according to the Australian National Health and Medical Research Council. Of the 8231 studies identified, 17 met the criteria for inclusion. The methodological quality of the studies was 'fair' with a level of evidence of III-2. Reported injury rates ranged from 9% to 74% with the lower extremities and back the leading aggregated bodily sites of injury. Sprains and strains were the leading nature of musculoskeletal injury, often caused by slips, trips and falls, although muscle bending, lifting and squatting or muscle stressing were also prevalent. This review may inform injury reduction strategies and given that injuries reported in firefighters are similar to those of other tactical populations, safety processes to mitigate injuries may be of benefit across the tactical spectrum. tactical populations [12] and, as such, the loads carried by firefighters can increase their risk of physical injuries [13] .
Introduction
Due to the unpredictable, varied and physical nature of firefighting duties, firefighters are at a high risk of work-related physical injury, suffering over three times the rates of those reported in the private sector [1] . Tasks performed by firefighters can include fire suppression, victim rescue, advancing a charged hose and climbing in and out of fire vehicles [2, 3] . Often, tasks are performed within confined spaces, poor visibility and extreme heat [4] , with temperatures reaching 50.9 • C at 0.3 m above the floor to 571.5 • C at ceiling height [2] . As a result of these occupational factors, firefighters can be at risk of not only fire-related injuries (i.e., burns) but musculoskeletal injuries as well [5] . Musculoskeletal injuries can include injuries to the shoulder, lower back, knee and ankle [5] and are similar to those suffered by other tactical occupations (i.e., military and law enforcement) [6, 7] . In addition, and again like other tactical occupations, firefighters are required to carry external loads whilst performing key tasks [2] .
The external loads carried by firefighters, being made up of personal protective clothing (PPE) and self-contained breathing apparatus (SCBA), can weigh between 17 and 25 kg [2, 3] . This load is heavier than those carried by general duties police (approximately 10 kg) [8] , similar to those carried by specialist police (22 kg) [9] , but typically lighter than those carried by the military (up to 45 kg [10, 11] ). This occupational requirement to carry load is associated with causing injuries in
Methods
After collaboratively developing a list of key search terms and considered databases (Table 1) , the methodological approach was registered with PROSPERO (#142258). Following review registration, the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines (see Figure 1 ) were used to guide and report the database search and search outcomes [15] . To limit search bias, the search terms were kept broad to increase the inclusivity of studies. Table 1 . Details of literature search: databases used and search terms (completed on 08 July 2019).
Database
Search Terms PUBMED (firefighter OR firefighters OR "fire fighter" OR "fire fighters" OR "Firefighters" [Mesh] OR "first responder" OR "first responders" OR "emergency responder" OR "emergency responders" OR "Emergency Responders" [Mesh] OR "fire and rescue" OR "smoke jumpers" OR fireman OR firemen) AND (injury OR injuries OR "Wounds and Injuries" [Mesh]) CINAHL (firefighter OR firefighters OR "fire fighter" OR "fire fighters" OR (MM "Firefighters+") OR "first responder" OR "first responders" OR "emergency responder" OR "emergency responders" OR "fire and rescue" OR "smoke jumpers" OR fireman OR firemen) AND (injury OR injuries OR (MM "Wounds and Injuries+")) EMBASE ('firefighter'/exp OR firefighter OR firefighters OR 'fire fighter'/exp OR 'fire fighter' OR 'fire fighters'/exp OR 'fire fighters' OR 'firefighters'/exp OR 'firefighters' OR 'first responder' OR 'first responders' OR 'emergency responder'/exp OR 'emergency responder' OR 'emergency responders'/exp OR 'emergency responders' OR 'fire and rescue' OR 'smoke jumpers' OR 'fireman'/exp OR fireman OR firemen) AND ('injury'/exp OR injury OR 'injuries'/exp OR injuries OR 'wounds and injuries'/exp) COCHRANE (firefighter OR firefighters OR "fire fighter" OR "fire fighters" OR [mh Firefighters] OR "first responder" OR "first responders" OR "emergency responder" OR "emergency responders" OR [mh "Emergency Responders"] OR "fire and rescue" OR "smoke jumpers" OR fireman OR firemen) AND (injury OR injuries OR [mh "Wounds and Injuries"]) Table 1 . Cont.
Database Search Terms

SCOPUS
( TITLE-ABS-KEY("firefighter") OR TITLE-ABS-KEY("firefighters") OR TITLE-ABS-KEY("fire fighter") OR TITLE-ABS-KEY("fire fighters") OR INDEXTERMS("Firefighters") OR TITLE-ABS-KEY("first responder") OR TITLE-ABS-KEY("first responders") OR TITLE-ABS-KEY("emergency responder") OR TITLE-ABS-KEY("emergency responders") OR INDEXTERMS("Emergency Responders") OR TITLE-ABS-KEY("fire and rescue") OR TITLE-ABS-KEY("smoke jumpers") OR TITLE-ABS-KEY("fireman") OR TITLE-ABS-KEY("firemen") ) AND ( TITLE-ABS-KEY("injury") OR TITLE-ABS-KEY("injuries") OR INDEXTERMS("Wounds and Injuries") ) SPORTDISCUS (firefighter OR firefighters OR "fire fighter" OR "fire fighters" OR "first responder" OR "first responders" OR "emergency responder" OR "emergency responders" OR OR "fire and rescue" OR "smoke jumpers" OR fireman OR firemen) AND (injury OR injuries OR DE "WOUNDS & injuries") PEDRO "firefighter*" AND "injur*" employment of these modifications to the Downs and Black checklist reduced the maximum possible total raw score to 20 points. To grade the scores obtained using the Downs and Black checklist, the qualitative ratings of methodological quality proposed by Kennelly [25] were used. To account for the modifications made to the Downs and Black checklist, all scores, for both this study and those used to apply the grades proposed by Kennelly [25] , were converted to percentages. Thus, the grading applied to this study was as follows: a score <45.4% related to 'poor' methodological quality; 45.4-61% a 'fair' methodological quality; and >61%, a 'good' methodological quality. The level of evidence for each study was graded using published Australian National Health and Medical Research Council (NHMRC) criteria [26] . These grades ranged from Level I (systematic review of all randomised control trials, highest level of evidence available) to Level IV (evidence obtained from case series, less reliable level of evidence) [26] .
Following critical appraisal, key data, including participant demographics, injury definitions and main findings of relevance to the aims of this review were extracted and tabulated. From these key data, and in conjunction with further information provided in the original studies, a critical narrative synthesis was conducted. In the synthesis, the findings from each included study were considered in the light of the respective study's methodological quality, represented by its Critical Appraisal Score (CAS), Kennelly [25] quality rating and NHMRC level of evidence. To limit duplication bias and duplication of results, duplicate studies were removed during initial screening. Predefined inclusion and exclusion criteria ( Table 2) were then used to screen the remaining studies by reviewing the study's title and abstract. Where a determination could not be made using title and abstract, the full text was obtained and compared to the above criteria. Injury definitions, although varied, were described in six of the included studies [5, [16] [17] [18] [19] [20] but were absent in the remaining studies. For the purpose of this review, all studies which focused on injuries sustained by firefighters whilst on duty were included. The inclusion and exclusion criteria were established prior to screening commencing. The Downs and Black checklist [21] was used to critically appraise included studies. This checklist is designed to assess the methodological quality of both randomised control trials and nonrandomised studies [21, 22] . Using 27 questions, this checklist has been used to assess the methodological quality of studies in reviews involving tactical populations [6, 21, 23, 24] . Question 27, which relates to statistical power, was modified from a scoring system of five down to zero points for the reporting of study power to a simplified one point for a 'yes' answer, indicating the authors had reported a sample size or power analysis, or zero points for a 'no' answer. As such, the maximum possible raw score for the Downs and Black checklist was reduced from a possible maximum of 32 points down to 28 points [21] . This approach, which has previously been used, was made due to the subjectivity of the Question 27 [21] . Several additional questions in the Down's and Black checklist were removed from consideration (Questions 4, 8, 13, 14, 15, 19, 23 and 24) [21] , given their focus on methods specific to experimental studies rather than the epidemiological, observational research designs of the included studies, and have again been previously reported in the literature [6] . This employment of these modifications to the Downs and Black checklist reduced the maximum possible total raw score to 20 points.
To grade the scores obtained using the Downs and Black checklist, the qualitative ratings of methodological quality proposed by Kennelly [25] were used. To account for the modifications made to the Downs and Black checklist, all scores, for both this study and those used to apply the grades proposed by Kennelly [25] , were converted to percentages. Thus, the grading applied to this study was as follows: a score <45.4% related to 'poor' methodological quality; 45.4-61% a 'fair' methodological quality; and >61%, a 'good' methodological quality. The level of evidence for each study was graded using published Australian National Health and Medical Research Council (NHMRC) criteria [26] . These grades ranged from Level I (systematic review of all randomised control trials, highest level of evidence available) to Level IV (evidence obtained from case series, less reliable level of evidence) [26] .
Following critical appraisal, key data, including participant demographics, injury definitions and main findings of relevance to the aims of this review were extracted and tabulated. From these key data, and in conjunction with further information provided in the original studies, a critical narrative synthesis was conducted. In the synthesis, the findings from each included study were considered in the light of the respective study's methodological quality, represented by its Critical Appraisal Score (CAS), Kennelly [25] quality rating and NHMRC level of evidence.
Results
The database search results are reported in Table 3 . An overview of the results of the literature search, screening and selection processes is presented in the PRISMA flow diagram ( Figure 1 ). An initial 8231 publications were identified in the search, with this number being reduced to 4984 studies following the removal of duplicates. Following further review of the studies by title and abstract, 49 full text publications were retrieved and evaluated in detail. Inclusion and exclusion criteria were then applied, with the final result being 17 publications considered to form the basis for this critical narrative review.
The final CAS detailing the methodological quality of each included study is listed in Table 4 , along with the levels of evidence the studies provided and key study data (i.e., study aims and research design). Three studies were graded as being of 'good' methodological quality [19, 27, 28] , twelve studies were graded as being of 'fair' methodological quality [5, 14, [16] [17] [18] 20, [29] [30] [31] [32] [33] [34] , and two studies were graded as being of 'poor' methodological quality [1, 35] . Ranging from 20% [1] to 85% [19] , the mean (± SD, standard deviation) CAS for methodological quality was 56.5% (±13.7%).
Common weaknesses were found across all included studies in the areas of reporting (three of eight questions), internal validity-bias (one of four questions) and internal validity-confounding/selection bias (two of five questions). As noted in Table 4 , of the 17 studies included in this review, 12 [1, 5, 14, [16] [17] [18] 20, 28, 29, 32, 34, 35] were determined to constitute level III-2 evidence, due to their use of a retrospective cohort study design. The remaining five studies [19, 27, 30, 31, 33] were cross-sectional and were therefore deemed to constitute level IV evidence.
Of the included studies, 10 were conducted in the United States [1, 14, 17, 18, [27] [28] [29] [30] 33, 35] , 2 in Canada [5, 16] , 1 in each of Greece [31] , Poland [32] , Australia [20] , and the Republic of Korea [19] , and 1 was an international study assessing individuals from United Kingdom, Ireland, North America, Australasia, and mainland Europe [33] . Apart from one study published in Greek [31] , all studies were published in English. Table 5 provides details of each study's injury definition, participants and main findings. Table 4 . Key information regarding the design, aims, data sources, critical appraisal score and levels of evidence of each included study.
Authors (Year) and
[ Provide as comprehensive an evaluation as possible to aid in improving safety strategies for firefighters, as well as to improve their health and well-being.
Cross-sectional Self-report 85% IV * National Health and Medical Research Council (NHMRC) guidelines used to determine the level of evidence [26] . # Firefighters are 3.5 times more likely to suffer a workplace injury and 3.8 times more likely to suffer a work-related MSD than a private-sector worker. # Firefighters take 1.4 times longer to return to work than workers in the private sector for all injuries; this difference skyrockets for MSDs, as firefighters take twice as long to return to work. # The median number of days away from work after an MSD is 1.8 times greater for an MSD than for any other injury for firefighters, whereas this ratio is only 1.25 for private-sector workers. # Both the frequency and the severity of injuries, particularly MSDs, are worse for older firefighters than for younger firefighters. # Older firefighters are 10.4 times more likely to suffer an MSD than are private-sector workers, and they take more than four times longer to return to work. There were varying ways that researchers gathered their injury data (Table 4 ). Three studies [14, 29, 34] collected data from workers' compensation claims or reports, and the remaining studies [1, 5, [16] [17] [18] [19] [20] 27, 28, [30] [31] [32] [33] 35] collected their data from injury databases, injury records filed by individual fire departments or surveys given to fire service personnel. The musculoskeletal injury prevalence was reported in 16 included studies [5, 14, [16] [17] [18] [19] [20] [27] [28] [29] [30] [31] [32] [33] 35] (Figure 2) . The reported overall prevalence of musculoskeletal injury for fire fighters included in the studies reviewed varied from 9% [33] to 74.% [30] , with no clear patterns evident based on particular population types or other contextual factors, for example, injury reporting processes. In only three studies [19, 29, 34] , musculoskeletal injury was not the main type of injury reported. Only six [5, [16] [17] [18] [19] [20] of the 17 included studies provided a clear definition of injury. Generally, the studies only reported the type of injury they were investigating, without providing a more clear and definitive description of exactly what comprised those injury types. This lack of clear injury definitions in most included studies prevented valid comparison of injury rates between studies and between the varying populations and contexts associated with the studies. There were varying ways that researchers gathered their injury data (Table 4 ). Three studies [14, 29, 34] collected data from workers' compensation claims or reports, and the remaining studies [1, 5, [16] [17] [18] [19] [20] 27, 28, [30] [31] [32] [33] 35] collected their data from injury databases, injury records filed by individual fire departments or surveys given to fire service personnel. The musculoskeletal injury prevalence was reported in 16 included studies [5, 14, [16] [17] [18] [19] [20] [27] [28] [29] [30] [31] [32] [33] 35] (Figure 2) . The reported overall prevalence of musculoskeletal injury for fire fighters included in the studies reviewed varied from 9% [33] to 74.% [30] , with no clear patterns evident based on particular population types or other contextual factors, for example, injury reporting processes. In only three studies [19, 29, 34] , musculoskeletal injury was not the main type of injury reported. Only six [5, [16] [17] [18] [19] [20] of the 17 included studies provided a clear definition of injury. Generally, the studies only reported the type of injury they were investigating, without providing a more clear and definitive description of exactly what comprised those injury types. This lack of clear injury definitions in most included studies prevented valid comparison of injury rates between studies and between the varying populations and contexts associated with the studies. Five of the included studies [5, 16, 18, 28, 31] reported the body sites affected by recorded injuries. Of these, three studies [5, 16, 31] found that the most common site of injury was the back, with reported proportions of injuries ranging from 20% [16] to 32% [5] . The remaining two studies [18, 28] reported the body site affected was the lower extremity, without specifying any particular region. Of the four studies [5, 16, 28, 31] that examined how recorded injuries occurred, two [5, 16] reported bending/lifting/squatting as the most common cause, and the other two [28, 31] reported slips, trips and falls as the prevailing cause of recorded injuries. Four studies [5, [16] [17] [18] reported the type of activity associated with injuries. Of these, two studies [5, 16] reported general activities at the fire station as the main job activity associated with injuries, one [18] reported physical training activities as the main activity and one [17] firefighting. Two studies [5, 14] investigated the association between musculoskeletal injuries and medical costs. One of the studies [5] reported musculoskeletal disorders as the main contributor to medical and compensation cost of injuries, responsible for 77% of the total amount. The authors of this study found the knee joint to be the costliest, followed by the back. In the 21 Five of the included studies [5, 16, 18, 28, 31] reported the body sites affected by recorded injuries. Of these, three studies [5, 16, 31] found that the most common site of injury was the back, with reported proportions of injuries ranging from 20% [16] to 32% [5] . The remaining two studies [18, 28] reported the body site affected was the lower extremity, without specifying any particular region. Of the four studies [5, 16, 28, 31] that examined how recorded injuries occurred, two [5, 16] reported bending/lifting/squatting as the most common cause, and the other two [28, 31] reported slips, trips and falls as the prevailing cause of recorded injuries. Four studies [5, [16] [17] [18] reported the type of activity associated with injuries. Of these, two studies [5, 16] reported general activities at the fire station as the main job activity associated with injuries, one [18] reported physical training activities as the main activity and one [17] firefighting. Two studies [5, 14] investigated the association between musculoskeletal injuries and medical costs. One of the studies [5] reported musculoskeletal disorders as the main contributor to medical and compensation cost of injuries, responsible for 77% of the total amount. The authors of this study found the knee joint to be the costliest, followed by the back. In the other study [14] , the mean workers' compensation cost of strain/sprain injuries alone was 55% higher than the average for all causes.
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Discussion
The aim of this review was to identify and critically appraise recently published studies investigating musculoskeletal injuries in firefighters and to synthesise and report their findings.
Overall, the quality of the studies reviewed was considered of fair quality, with a mean CAS score of 56.5% ± 13.7%, with the majority of studies (71%) constituting level III-2 evidence. Whilst this score may seem low, it is typical of studies in this field which employ retrospective cohort or cross-sectional study designs [6] . The main findings of this critical review formed four main categories of results for discussion. These were: (1) musculoskeletal injury incidence in firefighter populations; (2) commonly injured body sites; (3) common natures of injury; and (4) common mechanisms of injury.
Musculoskeletal Injury Incidence in Firefighter Populaitons
The prevalence of firefighter musculoskeletal injuries identified in this review ranged from 9% [33] to 74.4% [30] . This wide range can be attributed to variations in, or lack of, injury definitions, the reporting mechanisms, the study duration and the means of data collection, all of which have the potential to influence reported rates [6, 36] . Six [5, [16] [17] [18] [19] [20] of the seventeen studies for example, provided a clear definition of injury, while studies collected their data from workers' compensation claims or reports, injury databases, injury records filed by individual fire departments, or from surveys given to fire service personnel.
Two of the studies included in this review presented the injury rates as injuries per 1000 full-time employees per year [18, 20] . Given the lack of information regarding injuries per period of time, this may underreport injuries, as longer durations would logically equate to an increased likelihood of injury reporting. In an Australian firefighter population, an average of 177 injuries per 1000 full-time employees per year were reported, with the data covering a nine-year period [20] . Likewise, rates of 177 (range of 136-215) injuries per 1000 employees per year have been reported in a population of US firefighters [18] . These rates are lower than those reported in a critical review of injuries sustained by law enforcement personnel by Lyons et al. [6] , which ranged from 240 to 2500 per 1000 personnel per year across the 16 included studies. Within the Australian army, injury incidence rates in full-time personnel of 169.3 per 1000 personnel per year have been reported [37] . Although these injury incidence rates are lower than those reported in the firefighters in this review, underreporting rates of up to 49% have been noted in military personnel [38] , and, as such, these military injury incidence rates may be conservative. Apart from the aforementioned potential factors that may have influenced the reporting rates, the varying natures of occupational tasks within different tactical fields (firefighter versus law enforcement versus military) may also contribute to observed differences in reported injury incidence rates.
Commonly Injured Body Site
The two most common aggregated sites of injury were the lower extremity and the back, with the lower extremity rates either being similar to [5, 16, 31] or exceeding [18, 28] the back. However, of the three studies [5, 16, 31] that were more specific in injury site regions, the back presented as the leading site of injury, with reported proportions of injuries ranging from 20% [16] to 32% [5] . Of the lower limb injury sites, the proportion of knee and ankle [16] and knee and foot [31] injuries tended to be similar, although one study [5] reported knee injuries to be approximately twice as high as ankle injuries (22.6% and 10.7%, respectively). Shoulder injuries represented the lowest proportion of injuries by bodily site in two [16, 31] of the three studies reporting shoulder injuries but were greater than those of ankle injuries in a third study [5] (ankle = 10.7%; shoulder = 14.5%). When considering the sites of injury, the findings of Frost et al. [5] , who identified the knee joint to be the most costly followed by the back, warrant consideration.
The findings of this study differ from those in law enforcement populations but are similar to those in military populations. In law enforcement, the upper extremity was found to be the most common injury site, representing 33-43% of reported musculoskeletal injuries [6] . Conversely, and similar to the findings this study, rates in the military have reported the lower extremity and back to be the most common sites of injury [12, [39] [40] [41] [42] [43] . A potential reason for the differences in bodily sites between these tactical populations would not only be differences in occupational tasks, but also occupational load carriage requirements as law enforcement generally wears lighter loads over longer periods, while firefighters and military wear heavier loads intermittently.
Common Nature of Injury
This review found the most common nature of injury to be reported were sprains and strains [17, 18, 20, [27] [28] [29] [30] [31] [32] 35] , ranging from 16% [29] up to 74% [30] . While two studies did find sprains and strains to be the second most common nature of injury, with the numbers of these injuries being preceded by wounds, cuts and bleeding (42.3%) [19] or lacerations and contusions (28.9%) [34] , sprains and strains still presented as the leading nature of musculoskeletal injury. In quantifying the costs of these types of injuries, Walton et al. [14] found a mean cost associated with sprains and strains to total $8031 per person. As such, when considering that 74% of reported injuries may be of this nature, the costs associated with these injuries can be substantial.
These findings are similar to those reported in law enforcement with sprains and strains likewise being the leading nature of injuries [6] . Of note, however, the rates of injuries reported in law enforcement were generally greater, ranging from 42.4% [44] to 94.6% [45] . Similarly, sprains and strains are typically the most common nature of injury within military populations [38, 46] . As such, the results of this study suggest that, like law enforcement and military personnel, the nature of firefighter musculoskeletal injuries is most commonly sprains and strains. As such, means of mitigating, or reducing the severity of, or optimising the rehabilitation for, these types of injuries may serve to aid multiple tactical organisations.
Common Mechanisms of Injury
Of the five studies [5, 16, 20, 28, 31] that examined how recorded injuries occurred, slips, trips and falls were noted as being the most common mechanism of injury in two studies [28, 31] . In two studies [5, 16] , slips, trips and falls were the second most common mechanism following bending, lifting and squatting, with differences between these two mechanisms of little margin. For example, Frost et al. [16] found 23% of injuries were caused by bending, lifting and squatting, while 21% of injuries were caused by slips, trips and falls. In the fifth study, muscular stress made up three of the top five mechanisms of injury, while falls (i.e., fall on the same level and fall from a height) made up the remaining two of the top five mechanisms [20] . When these mechanisms were collapsed by commonality, muscle stress accounted for 74 injuries per 1000 full time employment firefighters per year and slips, trips and falls 40 injuries. Of note, Britton et al. [28] found that slips, trips and falls were the mechanism of injury accountable for almost half of all sprains and strains (49%) and fractures and dislocations (43%). Where the compensation costs associated with these mechanisms of injury were considered, they were reported to average US $8662 per person [14] . It should be noted that the studies whereby slips, trips and falls were the most common site of injuries were of wildland firefighters [28] or firefighters from across Greece [31] , which may have included wildland firefighters. The remaining three studies [20, 28, 31] , where other mechanisms (like bending, lifting and squatting or muscle stressing) preceded slips, trips and falls were of urban firefighters.
The mechanisms of injury identified in this review are similar to those reported in military populations [46] [47] [48] . For example, in the Australian Defence Force, slips, trips and falls were identified as the leading mechanism of injury (21.4%) [46] . Considering this, body stressing, which was the fourth most common mechanism of injury (16.3%), was the mechanism associated with the highest number of working days lost (26.9%), followed by slips, trips and falls (25.2%). Even in an operational military combat theatre, falls have been identified as the leading site of nonbattle injuries, accounting for 21.3% of injuries sustained by US service members deployed to Iraq and Afghanistan over a 12-year period [48] . As such, strategies to prevent slips, trips and falls, as well as muscle stressing, may impact both firefighter and military populations.
Of the four studies [5, [16] [17] [18] that reported the type of activity associated with injuries, two studies by the same authors [5, 16] reported general activities at the fire station as the main job activity associated with injuries, one [18] reported physical training activities (33%) as the leading cause and one [17] listed firefighting as being the leading cause (38%). One reason for these differences in reported mechanisms comes from the site of data collection. For example, in the study by Marsh et al. [17] , the data were of firefighters treated in emergency departments. Conversely, the data which informed the study by Poplin et al. [18] came from a fire department's injury reports. Furthermore, when comparing these studies, only the two studies by Frost et al. [5, 16] use the same criteria to report the nature of the duties. Where Poplin et al. [18] used categories which included patient transport and training and drilling, Marsh et al. [17] used the categories firefighting, patient care and training, and Frost et al. [5, 16] used job duties categories like fire station, training centre and gymnasium. The lack of mechanism standardisation across studies is evident and presents as a challenge in identifying and therefore applying mitigation strategies that may transcend beyond an individual department.
Limitations and Future Research
Two limitations are identified in this review: Firstly, the nature of the studies employed to investigate injuries in firefighters was typically retrospective in design, and they were either cross-sectional or cohort studies. This combination of design features meant that there was an increased risk of bias [49, 50] that may be associated with the individual study's findings. Secondly, the variables across studies often differed, from injury definition (if present), to sample duration, to the bodily sites, natures and mechanisms of injury categories used by the studies. This variability makes establishing a detailed volume of evidence difficult without the use of broad categories (like 'lower extremity' as a bodily site), which reduces result sensitivity. While these challenges are not new and have been reported in the literature [6, 51] , they do highlight the need for future research to be conducted with better methodological quality. Larger, prospective cohort studies using consistent injury definitions so as to allow for results that can be applied across the firefighter population serve as an example. In addition, providing injury rates per unit of time and using comprehensive injury reporting protocols and databases would enable a more robust body of literature in this area. Notwithstanding these limitations, this review does take the crucial first step in identifying these differences so as to inform future planning.
Conclusions
Similar to military personnel, the lower extremities and back were the leading bodily sites of injury, with the knee in general being the most common site of injury to the lower limbs. Like in other tactical populations, sprains and strains were a leading nature of musculoskeletal injury. Often the more common causes of injury were slips, trips and falls; however, muscle bending, lifting and squatting or muscle stressing were also prevalent, with the findings of this review leading to a suggestion that the causes could vary depending on firefighter duties (e.g., wildland or structural). The types of activity being undertaken at the time of injury were varied due to lack of consistent terms being used and were identified as being due to general activities at the fire station, physical training activities or firefighting itself. There was considerable variability in injury definition and categorisation, which impacts the ability to build a volume of evidence regarding firefighter injuries and highlights the need for future research to be conducted with better methodological quality. However, there do appear to be some similarities between the injuries presenting in firefighters and those of other tactical populations, and as such, means of mitigating and rehabilitating these injuries may be of benefit across the tactical spectrum. The similar injuries and risk factors across tactical environments should therefore be addressed collectively for mutual benefit. Author Contributions: R.O. conceived the critical review topic; developed the search terms; wrote the manuscript; and supervised the project. V.S. developed the search terms, performed the systematic search of the literature, critical appraisal analysis, and data extraction, and synthesised the findings; and drafted parts of the manuscript. E.C. and B.S. aided in the topic development and strategies as well as the process of data extraction and reviewed and edited the final manuscript.
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